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Abstract  Foreign  body-induced  perforation  is  responsible  for  16.7%  of  esophageal  perforations
and may  be  associated  with  respiratory  failure,  sepsis  or  hemorrhage  if  delayed  diagnosis  and
treatment.  The  mortality  rate  of  esophageal  perforations  hovers  close  to  20%,  especially  if
treatment  is  delayed  more  than  24  h.  Esophageal  perforation  management  remains  controversial
and treatment  decisions  should  be  individualized  depending  on  the  etiology  of  perforation,
degree of  mediastinopleural  contamination,  underlying  esophageal  disease,  and  overall  health
status of  the  patient.  We  report  a  case  of  successful  endoscopic  management  in  a  delayed
diagnosis  of  an  esophageal  perforation  presenting  with  an  associated  peri-esophageal  abscess.
© 2013  Sociedade  Portuguesa  de  Gastrenterologia.  Published  by  Elsevier  España,  S.L.  All  rights
reserved.
PALAVRAS-CHAVE
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Corpo  estranho;
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Abordagem  endoscópica  de  uma  perfurac¸ão  esofágica  por  corpo  estranho  com  5  dias
de  evoluc¸ão
Resumo  Perfurac¸ão  por  corpo  estranho  é  responsável  por  16,7%  de  perfurac¸ões  esofágicas,
podendo ser  complicada  por  insuﬁciência  respiratória,  sépsis  ou  hemorragia,  principalmente  se
houver atraso  no  diagnóstico  e/ou  tratamento.  A  taxa  de  mortalidade  das  perfurac¸ões  esofág-
icas ronda  os  20%,  sobretudo  quando  o  intervalo  de  tempo  até  ao  tratamento  ultrapassa  as
24 h.  A  abordagem  da  perfurac¸ão  esofágica  é  um  tema  controverso  e  as  decisões  terapêuticas
devem ser  individualizadas,  dependendo  da  etiologia  da  perfurac¸ão,  do  grau  de  infec¸ão  medi-
astínico/pleural,  da  patologia  esofágica  de  base  e  do  estado  geral  do  doente.  Descrevemos  um
gem
m  ab
sa  decaso clínico  de  uma  aborda
com 5  dias  de  evoluc¸ão,  co
© 2013  Sociedade  Portugue
direitos  reservados.
∗ Corresponding author.
E-mail address: edu.gil.pinto@gmail.com (E. Rodrigues-Pinto).
0872-8178/$ – see front matter © 2013 Sociedade Portuguesa de Gastrentero
http://dx.doi.org/10.1016/j.jpg.2013.10.003 endoscópica  de  uma  perfurac¸ão  esofágica  por  corpo  estranho
cesso  peri-esofágico  associado.
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Figure  1  Chest  computed  tomography  images.  Horizontal
view demonstrated  the  high-density  foreign  body  lying  trans-
versely  in  the  mid-esophagus.  The  ingested  foreign  body  was
about 2  cm  in  size.  There  was  an  abscess  with  2  cm  long  at  this
level,  with  no  evidence  of  mediastinitis.
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ntroduction
oreign  body  ingestion  and  food  bolus  impaction  occur
ommonly,1,2 however,  most  ingested  foreign  bodies  that
each  the  stomach  pass  safely  through  the  intestinal  tract.
oreign  body-induced  esophageal  perforation  is  responsi-
le  for  16.7%  of  esophageal  perforations  and  it  has  been
egarded  as  the  most  serious  injury  of  the  digestive  tract,3
articularly  if  not  diagnosed  and  treated  promptly,  being
ssociated  with  respiratory  failure,  sepsis  or  hemorrhage.4
he  mortality  rate  of  esophageal  perforations  hovers  close
o  20%,  especially  in  cases  in  which  treatment  is  delayed
or  more  than  24  h.5 Esophageal  perforation  management
emains  controversial  and  treatment  decisions  should  be
ndividualized  depending  on  the  duration  of  impaction,  type
f  foreign  body,  size  and  perforation.6 Surgical  primary
epair  is  often  the  preferred  approach,  however,  there  may
e  a  role  for  interventional  endoscopy  including  the  use
f  stents.7,8 Treatments  performed  before  the  development
f  mediastinitis  are  lifesaving  in  esophageal  perforation
atients.9
We  report  a  case  of  successful  endoscopic  management  in
 delayed  diagnosis  of  an  esophageal  perforation  presenting
ith  an  associated  peri-esophageal  abscess.
ase report
 57  year-old  man  was  referred  to  the  emergency  room
ue  to  suspicion  of  a  foreign  body  impaction.  The  patient
omplaints  were  substernal  chest  pain,  with  solid  food
yspaghia,  fever,  progressive  prostration  and  pointed  out
hat  he  had  eaten  chicken  5  days  before.  Blood  chemistry
evealed  leukocytosis  and  increased  C-reactive  protein
147  mg/L)  and  there  were  no  reported  abnormalities  at
he  chest  X-ray.  Computed  tomography  scan  of  the  chest
nd  neck  revealed  foreign  body  in  the  mid-esophagus,
8  cm  below  epiglottis  upper  edge,  between  left  pulmonary
rtery  and  aortic  arch,  with  suggestive  signs  of  perforation
t  this  level  and  a  small  (2  cm)  peri-esophageal  abscess
Fig.  1).  There  was  no  evidence  of  pneumothorax  or  soft
issue  emphysema.  After  discussing  with  the  surgeons,
pper  endoscopy  under  general  anesthesia  was  performed,
ith  patient  consent,  in  the  presence  of  a  surgical  team.  An
cross  located  sharp-edged  chicken  bone  (4  cm  long)  was
dentiﬁed  in  the  mid-esophagus,  with  bilateral  perforation
f  submucosa  and  muscular  layers  with  the  surrounding  area
eing  ulcerated  bilaterally.  The  chicken  bone  was  gently
emoved  with  a  mouse  tooth  forceps  (Fig.  2)  after  identi-
cation  of  the  shallower  end,  with  immediately  drainage
f  the  abscess  onto  the  esophageal  lumen.  A  2  cm  long
idesophageal  perforation  was  visualized.  Given  the  lack  of
ulmonary  symptoms  and  no  evidence  of  mediastinitis,  the
eam  decided  on  nonsurgical  management.  To  allow  further
rainage,  without  blocking  with  a  stent,  a  nasogastric
ube  was  placed  under  direct  visualization.  The  patient
as  started  on  broad-spectrum  antibiotherapy,  proton
ump  inhibitors  and  total  parenteral  nutrition.  The  control
sophagogram  (Fig.  3)  and  computed  tomography  scan,
erformed  in  the  day  after,  revealed  a  small-contained
eak,  with  no  evidence  of  mediastinic  extravasation  and  no
egional  signs  of  infection.  The  patient  was  kept  on  total
t
b
d
rigure  2  Upper  endoscopy  revealed  a  sharp-edge  chicken
one  lodged  in  the  middle  third  of  the  esophagus.
arenteral  nutrition  for  8  days,  started  enteral  nutrition  on
he  eighth  day  and  progressed  to  oral  feeding  on  the  twelfth
ay.  The  two-week  control  esophagogram  revealed  no  signs
f  leakage.  Patient  improved  steadily,  with  normalization  of
lood  chemistry  parameters  of  infection  (C-reactive  protein
 mg/L  at  discharge),  with  no  in-hospital  complications  and
o  complaints  of  difﬁculty  in  swallowing.  He  was  discharged
n  proton  pump  inhibitors.
iscussion
lthough  the  primary  treatment  for  esophageal  perforation
s  surgical,  endoscopic  therapies  may  play  a  role  and  be
ppropriate  in  individualized  cases.  Treatment  depends  on
he  etiology,  site,  and  size  of  perforation,  the  time  elapsed
etween  perforation  and  diagnosis,  underlying  esophageal
isease  and  the  overall  health  status  of  the  patient.  Crite-
ia  for  non-surgical  treatment  include  perforation  that  is
Endoscopic  management  of  esophageal  perforation  
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subjects  mentioned  in  the  article.  The  corresponding  author
is  in  possession  of  this  document.Figure  3  Control  esophagogram  revealed  a  small  contained
leak, with  no  evidence  of  mediastinic  extravasation.
conﬁned  to  the  mediastinum,  drainage  of  the  cavity  back
into  the  esophagus,  clinical  stability,  and  minimal  clinical
signs  of  sepsis.10,11 Perforation  of  the  cervical  esophagus  can
be  managed  conservatively  in  most  cases,  as  well  as,  perfo-
rations  of  the  intrathoracic  esophagus  that  are  conﬁned  to
the  mediastinum12;  however,  perforations  of  the  lower  two
thirds  of  the  esophagus  that  affect  the  pleura,  pericardium,
or  peritoneum  require  rapid  surgical  intervention.  Choos-
ing  an  endoscopic  therapy  for  an  esophageal  perforation
requires  differentiating  between  acute  and  chronic  cases.
Currently,  endoscopic  clips  are  the  only  devices  available  for
closure  of  perforations,  as  suturing  and  stapling  devices  are
C
T37
ot  yet  available  for  clinical  use.  Endoclips  may  be  adequate
or  linear  or  regular  perforations  up  to  2  cm  in  size,13 how-
ver,  irregular  perforations  or  deep-penetrating  lacerations
f  the  esophageal  wall  may  be  better  treated  with  over-
he-scope  clipping  system,  once  it  ensures  the  full-thickness
pproximation  of  the  edges.14 Stents  should  be  considered
n  the  closure  of  acute  esophageal  perforations  immediately
fter  its  detection,  in  the  closure  of  longstanding  perfo-
ations  in  patients  who  are  not  candidates  for  surgery,  in
erforations  larger  than  2  cm,  in  defects  with  everted  edges
nd  in  patients  with  a  leak  occurring  in  the  setting  of  a
alignant  lesion.15 Endoscopic  sealants  may  be  an  option  in
sophageal  ﬁstulas,  depending  on  the  size  of  the  ﬁstula  and
he  absence  of  active  infection  around  the  site  of  the  leak,
ancer,  or  obstruction  distal  to  the  site  of  the  leak.16 For
arge  esophageal  defects  with  extravisceral  collection  that
ould  be  endoscopically  explored,  vacuum-assisted  closure
ay  be  an  option.17 This  method  allows  regular  visualization
f  the  leak  and  infected  cavity  and  promotes  tissue  granu-
ation  to  obtain  a  secondary-intention  closure  of  the  ﬁstula.
In  our  case,  nonsurgical  management  was  chosen,  based
n  the  fact  that  patient’s  general  condition  was  not  impaired
nd  progressive  sepsis  was  not  apparent.  The  primary  goal  of
reatment  in  esophageal  perforations  should  be  the  sealing
f  the  wall  defect  as  soon  as  possible.  Despite  encouraging
esults  achieved  with  the  use  of  several  devices,13--17 in  our
ase,  due  to  the  existence  of  an  abscess,  we  chose  not  to  use
ny  stent,  once  it  could  compromise  complete  drainage  and
romote  progressive  sepsis.  This  way,  after  gently  removing
he  chicken  bone,  we  decided  to  place  a nasogastric  tube
nder  direct  visualization  in  order  to  allow  a  faster  healing
nd  introduction  of  enteral  feeding.
The  optimal  approach  to  esophageal  perforation  remains
ontroversial,  and  there  must  be  an  individual  assess-
ent.  Nonsurgical  management  can  be  applied  in  carefully
elected  cases  and  can  be  a  safe  method  for  speciﬁc
sophageal  perforations.
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